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Seroma-associated anaplastic large cell lymphoma 
Clinics and pathology 
Disease 
Breast implant-associated anaplastic large cell 
lymphoma (BI-ALCL) is a new provisional entity 
described in the 2017 revision of the World Health 
Organization Classification of Tumors of 
Hematopoietic and Lymphoid Tissues (Swerdlow 
SH et al., 2016). This disorder represents an 
uncommon form of slow-growing T-cell lymphoma 
where breast implants play a leading role in the 
lymphomagenesis. For its diagnosis a high index of 
suspicion is warranted.  The most common clinical 
presentation is an effusion around the implant, and 
less common as a tumor mass. (Miranda RN et al., 
2014) Imaging studies, ultrasound specifically, will 
help the clinician diagnose this malignancy (Adrada 
BE, 2014). Further tests are necessary to determinate 
the histologic and immunophenotypic features, 
which are similar to other ALK-negative anaplastic 
large cell lymphomas (ALCLs). The vast majority of 
malignant cells are CD30 positive and ALK-
negative (Quesada AE et al., 2019). Surgery 
represents the optimal approach to the disease, 
reaching excellent results and high rates of overall 
survival (OS). Chemotherapy is reserved for 
systemic cases, and anthracycline-based regimens 
are preferred (Clemens MW, Horwitz SM, 2017). 
Phenotype/cell stem origin 
Immunophenotype is similar to the cell expression of 
systemic ALK-negative ALCLs. Thus is 
characterized by a strong positivity for CD30 and 
negativity for ALK. Several markers like CD43, 
CD45, CD4, TIA-1, granzyme B and EMA are 
frequently expressed; whereas CD3 and CD8 
expression are less prevalent. Epsetin-Barr virus 
small-encoded RNA is constantly negative, like 
CD1a, cyclin D1 and TdT (Quesada AE et al., 2019). 
Etiology 
Pathogenesis is not clearly established, however, 
several mechanisms have been theorized based on 
chronic antigenic stimulation (Laurent C et al., 
2018). This pathway triggers the recruitment, 
expansion, and proliferation of T cells leading to 
clonality and malignant transformation (Roden AC 
et al., 2008). Local inflammation and fibrosis caused 
by the silicone and its degradation products sustain 
T-cell proliferation (Bizjak M et al., 2015). 
Microbiome studies have demonstrated a playing 
role of the gram-negative bacteria Ralostonia 
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pickettii, stimulating Th1 cells by the release of 
cytokines (Hu H et al., 2016). BI-ALCL cells present 
a secretory profile similar to TH1/Th17 cells and are 
dependent on microenvironment cytokines like IL2, 
IL10, and IL6 (De Leval L, 2019). The content of the 
implant (saline or silicone-filled) does not imply an 
increased risk of BI-ALCL (Miranda RN et al., 
2014). However, the different outer shell of the 
implants (textured or smooth) will play a leading role 
in the pathogenesis. Some studies found a higher 
prevalence of BI-ALCL among patents with textured 
implants compared to smooth implants or the general 
population. This difference could be explained by 
the finding in textured implants of inflammation 
with a T-cell profile more frequently than in the 
smooth ones (Meza Britez ME et al., 2012). 
Activation of JAK/STAT3 signaling pathway and 
expression of cytotoxic molecules are also involved 
in the survival and proliferation of BI-ALCL cells 
(Lechner MG et al., 2012). 
Epidemiology 
Non-Hodgkin lymphomas (NHLs) involving the 
breast represent between 1-2% of all NHLs, mostly 
diffuse large B-cell lymphomas (DLBCLs) and 
extranodal marginal zone lymphoma of mucosa-
associated lymphoid tissue (Laurent C et al., 2018). 
On the other hand, ALCLs represent 3% of NHLs 
(Talwalkar SS et al., 2008). BI-ALCL is an 
uncommon neoplasm; although in recent years an 
increase in recognition of this entity has been 
reported. In a meta-analysis, an incidence of fewer 
than 5 cases per 500,000 women with breast 
implants was described (Brody GS et al., 2015). The 
median age of diagnosis is 50 years (De Leval L, 
2019) 
Clinics 
The median time interval from implant surgery to 
lymphoma diagnosis is 8-9 years. Two clinical 
presentations are seen. The vast majority of patients 
(80%) present with an effusion adjoining to the 
implant without extension to the breast parenchyma 
or distance. Necrotic and liquefied lymphoma cells 
are identified on the effusion (Miranda RN et al., 
2014). This malignant seroma could be associated 
with asymmetry, pain or breast swelling. It is 
important to differentiate it from benign fluid 
collections, that could appear early after the surgery 
(De Leval L, 2019). Secondly, the other 20% of 
patients usually present a tumor mass infiltrating 
breast tissue with or without effusion, recognized by 
the patient as a continuous growth of an indurated 
area (Miranda RN et al., 2014). Also, a minority of 
patients (20%) may present with lymph node 
involvement, more frequent axillary in location 
(Ferrufino-Schmidt MC et al., 2018). BI-ALCLs do 
not usually present at diagnosis time with B 
symptoms or skin lesions (Mehta-Shah N et al., 
2018). Two staging systems are routinely used. Ann 
Arbor staging system, being the patients divided in 
stage I (83%), II (10%) and III (7%) at diagnosis 
(Miranda RN et al., 2014). The National 
Comprehensive Cancer Network (NCCN) promotes 
the second one to determinate the degree of tumor 
infiltration into the capsule, a staging system 
proposed by the MD Anderson. Based on a T stage 
included in the clinical Tumor Node Metastasis 
(TNM) solid tumor staging system. In the latter, the 
patients are divided in IA (35.6%), IB (11.5%), IC 
(13.8%), IIA (25.3%), IIB (4.6%), III (9.2%) and IV 
(0-9%) (Clemens MW et al., 2016).  
 Diagnosis The diagnosis of BI-ALCL needs a high 
index of suspicion since it is a low-growth neoplasm 
and its most frequent clinical presentation (effusion) 
could be misdiagnosed as a benign seroma. The 
NCCN has established diagnosis and management 
guidelines that will help diagnosis this disease 
quicker (Clemens MW, Horwitz SM, 2017). An 
exhaustive physical examination has to be performed 
in case of clinical suspicion (fluid collection or 
masses) as well as imaging studies. In peri-prosthetic 
fluid collection cases, the ultrasound achieves the 
best results (sensitivity and specificity of 84% and 
75% respectively), whereas magnetic resonance 
imaging (MRI), computed tomography (CT) and 
mammography are worse in terms of 
sensitivity/specificity in a retrospective study. 
Nevertheless, in tumor masses, PET CT achieved 
better results than MRI, but same as ultrasound 
(Adrada BE, 2014). Once diagnostic of effusion or 
tumor mass is reached, cytological/histological 
examination is necessary. Fine needle aspiration or 
tissue biopsy, depending on the clinical presentation, 
will provide the samples for immunohistochemical 
and histological studies guiding to BI-ALCL 
diagnosis. 
Pathology 
The histological features of BI-ALCL cells resemble 
systemic ALCLs ones. They are large cells with 
anaplastic and pleomorphic morphology, also an 
abundant cytoplasm is founded. The nuclei are large 
or oval, with prominent nucleoli and mitoses 
(Miranda RN et al., 2014). Hallmarks-cells 
encountered in all forms of ALCL are also founded 
on this subtype (specifically in 70% of cases). It is 
defined by an eccentric horseshoe- or kidney-shaped 
nuclei (Swerdlow SH et al., 2016). 
Cytogenetics 
ALK translocations or those involving DUSP22 or 
TP63 that characterize ALK positive large B-cell 
lymphomas and ALK- ALCLs respectively, have not 
been identified in BI-ALCLs (Oishi N et al., 2018). 
However, other molecular genetics findings have 
been reported. Based on Quesada AE et al., review, 
monoclonal TRG and TRB rearrangements are 
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carried by BI-ALCL cells (Quesada AE et al., 2019). 
Furthermore, activating mutations in STAT3 and 
JAK1 have also been described in neoplastic cells, as 
mentioned before being involved in the 
pathogenesis. (Oishi N et al., 2018) 
Treatment 
The treatment of choice depends on the extension of 
the disease. Notwithstanding, complete surgical 
excision, which includes: total capsulectomy and 
removal of the implant and any mass with negative 
margins; represents the optimal approach to all BI-
ALCL (Clemens MW, Horwitz SM, 2017). In 
localized disease (Ann Arbor IE; TNM IA, IIA), the 
NCCN guidelines recommendation is complete 
surgical excision, with no strong role of sentinel 
lymph node biopsy or radical mastectomy. In 
residual localized disease or incomplete excision 
(also including disease with chest wall invasion), 
radiation therapy (24-36 Gy) following surgery is a 
reasonable option (Horwitz SM et al., 2018). It has 
been reported that 4.6% of patients may have 
incidental lymphoma in the contralateral breast, thus 
surgeons may consider the removal of the 
contralateral implant (Clemens MW et al., 2016). In 
systemic disease (Ann Arbor II-IV, TNM IIB-IV) 
systemic therapy is recommended by NCCN 
guidelines. Despite limited data, anthracycline-based 
chemotherapy, like cyclophosphamide, doxorubicin, 
vincristine, prednisone (CHOP) or with the addition 
of etoposide (EPOCH), are usually administrated. 
The use of brentuximab vedotin (anti-CD30 
antibody) has provided responses in systemic 
ALCLs, however further studies are needed in BI-
ALCLs (Vaklavas C, Forero-Torres A, 2012). There 
is no standard guideline for reconstructive surgery, 
and both immediate and delayed reconstruction has 
been done (Mehta-Shah N et al., 2018). 
Prognosis 
BI-ALCLs have a better prognosis than systemic 
ALCL. Stage I patients have a 100% 3-year OS and 
63% EFS (Adrada BE, 2014). A 5-year OS of 98.8% 
has been reported in patients treated with complete 
capsulectomy compared with those cases where it 
was not performed (57.2%) (Clemens MW et al., 
2016). Lymph node involvement confers worse 
prognosis since a 5-year overall survival of 75% for 
those with lymph node involvement has been 
described, compared to a 97.9% in those without.  
Equally, tumor masses affect prognosis since poor 
OS and progression free survival were found 
compared with patients without masses (Adrada BE, 
2014). 
References 
Ferrufino-Schmidt MC, Medeiros LJ, Liu H, Clemens MW, 
Hunt KK, Laurent C, Lofts J, Amin MB, Ming Chai S, Morine 
A, Di Napoli A, Dogan A, Parkash V, Bhagat G, Tritz D, 
Quesada AE, Pina-Oviedo S, Hu Q, Garcia-Gomez FJ, Jose 
Borrero J, Horna P, Thakral B, Narbaitz M, Hughes RC 3rd, 
Yang LJ, Fromm JR, Wu D, Zhang D, Sohani AR, Hunt J, 
Vadlamani IU, Morgan EA, Ferry JA, Szigeti R, C Tardio J, 
Granados R, Dertinger S, Offner FA, Pircher A, Hosry J, 
Young KH, Miranda RN. Clinicopathologic Features and 
Prognostic Impact of Lymph Node Involvement in Patients 
With Breast Implant-associated Anaplastic Large Cell 
Lymphoma. Am J Surg Pathol. 2018 Mar;42(3):293-305 
Adrada BE, Miranda RN, Rauch GM, Arribas E, Kanagal-
Shamanna R, Clemens MW, Fanale M, Haideri N, Mustafa 
E, Larrinaga J, Reisman NR, Jaso J, You MJ, Young KH, 
Medeiros LJ, Yang W. Breast implant-associated anaplastic 
large cell lymphoma: sensitivity, specificity, and findings of 
imaging studies in 44 patients. Breast Cancer Res Treat. 
2014 Aug;147(1):1-14 
Bizjak M, Selmi C, Praprotnik S, Bruck O, Perricone C, 
Ehrenfeld M, Shoenfeld Y. Silicone implants and lymphoma: 
The role of inflammation. J Autoimmun. 2015 Dec;65:64-73 
Brody GS, Deapen D, Taylor CR, Pinter-Brown L, House-
Lightner SR, Andersen JS, Carlson G, Lechner MG, Epstein 
AL. Anaplastic large cell lymphoma occurring in women with 
breast implants: analysis of 173 cases. Plast Reconstr Surg. 
2015 Mar;135(3):695-705 
Clemens MW, Medeiros LJ, Butler CE1, Hunt KK, et al.. 
Complete Surgical Excision Is Essential for the 
Management of Patients With Breast Implant-Associated 
Anaplastic Large-Cell Lymphoma J Clin Oncol. 2016 Jan 
10;34(2):160-8. 
Horwitz SM, Ansell SM, Ai WZ, Barnes J, et al.. NCCN 
Guidelines Insights: T-Cell Lymphomas, Version 2.2018 J 
Natl Compr Canc Netw. 2018 Feb;16(2):123-135 
Hu H, Johani K, Almatroudi A, Vickery K, et al.. Bacterial 
Biofilm Infection Detected in Breast Implant-Associated 
Anaplastic Large-Cell Lymphoma Plast Reconstr Surg. 
2016 Jun;137(6):1659-69 
Laurent C, Haioun C, Brousset P, Gaulard P. New insights 
into breast implant-associated anaplastic large cell 
lymphoma Curr Opin Oncol. 2018 Sep;30(5):292-300 
Lechner MG, Megiel C, Church CH, Angell TE, et al.. 
Survival signals and targets for therapy in breast implant-
associated ALK--anaplastic large cell lymphoma Clin 
Cancer Res. 2012 Sep 1;18(17):4549-59 
Mehta-Shah N, Clemens MW, Horwitz SM. How I treat 
breast implant-associated anaplastic large cell lymphoma 
Blood. 2018 Nov 1;132(18):1889-1898 
Meza Britez ME, Caballero Llano C, Chaux A. Periprosthetic 
breast capsules and immunophenotypes of inflammatory 
cells Eur J Plast Surg. 2012 Sep;35(9):647-651 
Miranda RN, Aladily TN, Prince HM, Kanagal-Shamanna R, 
et al.. Breast implant-associated anaplastic large-cell 
lymphoma: long-term follow-up of 60 patients J Clin Oncol. 
2014 Jan 10;32(2):114-20 
Oishi N, Brody GS, Ketterling RP, Viswanatha DS, et al.. 
Genetic subtyping of breast implant-associated anaplastic  
 
large cell lymphoma Blood. 2018 Aug 2;132(5):544-547 
Quesada AE, Medeiros LJ, Clemens MW, Ferrufino-
Schmidt MC, et al.. Breast implant-associated anaplastic 
large cell lymphoma: a review Mod Pathol. 2019 
Feb;32(2):166-188 
Roden AC, Macon WR, Keeney GL, Myers JL, et al.. 
Seroma-associated primary anaplastic large-cell lymphoma 






Atlas Genet Cytogenet Oncol Haematol. 2020; 24(4) 173 
 
adjacent to breast implants: an indolent T-cell 
lymphoproliferative disorder Mod Pathol. 2008 
Apr;21(4):455-63 
Swerdlow SH, Campo E, Pileri SA, Harris NL, et al.. The 
2016 revision of the World Health Organization 
classification of lymphoid neoplasms Blood. 2016 May 
19;127(20):2375-90 
Talwalkar SS, Miranda RN, Valbuena JR, Routbort MJ, et  
al.. Lymphomas involving the breast: a study of 106 cases 
comparing localized and disseminated neoplasms Am J 
Surg Pathol. 2008 Sep;32(9):1299-309 
Vaklavas C, Forero-Torres A.. Safety and efficacy of 
brentuximab vedotin in patients with Hodgkin lymphoma or 
systemic anaplastic large cell lymphoma Ther Adv Hematol. 
2012 Aug;3(4):209-25 
de Leval L. Breast implant-associated anaplastic large cell 
lymphoma and other rare T-cell lymphomas Hematol Oncol. 
2019 Jun;37 Suppl 1:24-29 
This article should be referenced as such: 
Conde Royo D, Juárez-Salcedo LM, Dalia S. Breast 
implant-associated anaplastic large cell lymphoma. Atlas 
Genet Cytogenet Oncol Haematol. 2020; 24(4):170-173. 
